Background: The debate regarding optimal management of femoral shaft fractures in the
Introduction
Fractures of shaft of femur are common in children. 1 femoral shaft fractures represent1.6% of all pediatric fractures and 7.6% of all pediatric long bone fractures. 2 Fractures of shaft of femur usually results from direct violence. Femoral fractures in younger children occurs due to low energy trauma e.g. simple falls, sport related activity.
Whereas in older children due to high energy trauma e.g. road traffic accident. 3 However, child abuse is commonest cause of femoral shaft fracture in children under 3-4 years of age. The incidence of child abuse approaches 80% in infants and 30% in children younger than 4 years of age. 2 There is no formal classification system for femoral shaft fractures but it can be classified according to the geometry of major fracture line i.e. described as transverse, spiral, and oblique, segmental, comminuted. Femoral shaft fractures can be categorized geographically as proximal third, mid shaft or distal third. 3 The debate regarding optimal management of femoral shaft fractures in the pediatric population is still far from resolved. While some consensus exists in the treatment of this injury in children younger than the age of six, opinion still widely divided in children six to 11 years. Bone is vital, it lives and generates day by day; it grows and remodels and like any other lesions in the body, has its own built in methods of repair, which cannot be suppressed by anything that man can devise.
All surgical endeavors has to be designed to assist this natural repair, but we know that nature can produce necessary "glue" to repair any tissue defects. In many cases function cannot be restored without the help of surgeons. Table 1 shows age distribution with weight. Table 3 . The complication noted were breakage of hip spica in 9 cases, out of which 5 in group I and 4 in group II, which was treated, with reinforcing of plaster. The other complications were pressure sores in one cases of group I, unacceptable angulation in one cases of group I, which was corrected, with wedging of cast ( parents all must be considered. The goal is to achieve bony union without excessive shortening or misalignment 9 .
In this present study of 45 patients of which 22 patients underwent primary hip spica (group I) and 23 patients in traction followed by hip spica (group II).The age ranges from 9 months to 10 years with mean age in group 1 was 46.77 months and in group 2, 57. when the spica is removed and will not use the leg for several days, and that even when they start to stand and walk they will have a severe limp due to weakness and shortening.
They are told that the child's gait will improve over a few months and the leg length discrepancy will correct over a few years. 
Conclusion

